Introduction: UK figures show that the prescription of home oxygen cylinders for intermittent use is substantial. Aim: To examine GP assessment criteria and prescribing practice for intermittent oxygen therapy in patients with a diagnosis of chronic obstructive pulmonary disease (COPD) in Northern Ireland. Methods: A postal questionnaire was sent to all GPs (n = 534) in two health boards who had prescribed cylinder oxygen in a six month period prior to the study. The questionnaire was piloted to establish reliability and validity. Results: Completed questionnaires were returned by 52% (280/534) of GPs. GPs 'most frequently' used advice from hospital specialists [82% (230/280)] to determine the need for intermittent oxygen. Criteria such as breathlessness score on exercise (e.g., BORG), oximetry on exercise, local guidelines or national guidelines were used less frequently or never. Conclusions: Most patients are likely to have been prescribed intermittent oxygen without any objective assessment. Implementation of evidence-based guidelines and a formal oxygen assessment service, would rationalize the use of intermittent oxygen therapy and enable better targeting of this expensive resource.
Introduction
In Northern Ireland, oxygen therapy is prescribed as long-term oxygen therapy (LTOT) or intermittent oxygen therapy.1 There are clear criteria for the assessment and prescription of LTOT which are based on sound physiological evidence.2 6 LTOT is usually provided by an oxygen concentrator as this is cost effective for the delivery of oxygen for at least 15 h per day.1 4'7 Intermittent oxygen therapy is prescribed for intermittent use by patients who do not meet the criteria for LTOT and is usually prescribed by oxygen cylinder.1 Home oxygen cylinders are prescribed mostly for patients with chronic obstructive pulmonary disease (COPD) and are used intermittently for short periods for relief ofbreathlessness. 8 Despite evidence that intermittent oxygen therapy may be of limited benefit, UK figures show that the prescription of home oxygen cylinders is substantial.9-12 Over £13 million was spent on the ingredient cost of cylinder oxygen alone in comparable 12 month periods during 2001/2002 (approximate cost: Northern Ireland £417 934; England £10 460 000; Wales £1 303 987; Scotland £1 249 550].12 This figure is an underestimate of the total service delivery cost which would include prescription charges, pharmacy distribution costs, flow head rental and disposable delivery interfaces.7 The assessment criteria for intermittent oxygen therapy are unclear. The current guidelines available recommend that assessment should be based on exercise tolerance and breathlessness.4 The aim of this survey was to examine GP assessment criteria and prescribing practice for intermittent oxygen therapy in patients with a diagnosis of COPD in Northern Ireland.
Methods
This study involved two stages: * Stage Ia questionnaire was developed after a review of relevant literature and consultation with GPs and respiratory physicians. Key areas for inclusion were: assessment criteria, flow rate, recommendations and instruction for patients; and follow-up procedures. The questionnaire was tested for content validity (n = 10) and test-retest reliability (n = 10). Any question or question component which demonstrated poor reliability [weighted kappa <0.6 or intraclass correlation coefficient (ICC) < 0.6] was re-examined and amended by the authors.13 * Stage 2 -the final questionnaire (Appendix 1) was sent to all GPs (n = 534) in two health boards who had prescribed oxygen cylinders in the six month period prior to the study. Follow-up questionnaires were sent to nonresponders and a telephone call to subsequent nonresponders. The study received approval from the local ethics committee.
Results
Completed questionnaires were returned by 52% (280/534) of GPs. GPs 'most frequently' used advice from hospital specialists [82% (230/280)] to determine the need for intermittent oxygen. Criteria such as breathlessness score on exercise (e.g., BORG), oximetry on exercise, local guidelines or national guidelines were used less frequently or never ( The majority of GPs (227/280; 81%) gave verbal advice/instruction to patients regarding their intermittent oxygen therapy; only 5% (14/280) of GPs gave written advice. Most GPs (38/49) who gave no verbal or written advice delegated this role. Many GPs (175/ 280; 63%) reported that they review their patients who are using intermittent oxygen.
Discussion
This survey used a reliable and valid questionnaire to report information on the assessment criteria and prescribing practice for intermittent oxygen in COPD. Despite the fair response rate it provides new information in this area.
Recommendations for assessment for intermittent oxygen are based on exercise tolerance and breathlessness; GPs in this study reported that they mostly used advice from hospital specialists.4 However, at the time of the survey, formal assessment for intermittent oxygen therapy was rarely performed in the hospitals serving the GPs who were sent the questionnaires. Most patients are therefore likely to have been prescribed intermittent oxygen without any objective assessment. An oxygen assessment service could enable better targeting of this expensive resource.4'14 '15 Cylinders were prescribed more frequently than concentrators for the delivery of intermittent oxygen therapy. In patients who have demonstrated benefit from intermittent oxygen therapy the provision of concentrators for patients using more than three cylinders per month could reflect a cost saving to the health service.7 It is unclear which flow rate of oxygen patients should use and GPs in this study mostly recommended a flow rate of 2 L/min. There may be a greater benefit with higher flow rates and it may be important to titrate the level of oxygen to improve oxygen saturation (e.g., during exercise). There appears to be no consensus about when patients should use intermittent oxygen. Studies have reported inconsistent findings regarding the benefit of oxygen used prior to or after exercise/activity and recent evidence has demonstrated limited benefit.9-11,18 Although there is some evidence for the use of oxygen during exercise (i.e., ambulatory oxygen therapy),16'17'19 this was recommended less frequently in this study. A domiciliary oxygen record form could facilitate better communication between hospital specialists and GPs about the appropriate method of oxygen delivery, flow rate and recommendations for use. 4 Implementation of evidence-based guidelines and a formal oxygen assessment service, would rationalize the use of intermittent oxygen therapy and enable better targeting of this expensive resource.
